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 Frailty is a common condition in later life in which minor stressors 
may result in major changes in health. While the biological 
mechanisms of frailty are increasingly understood, relationships 
with the wider determinants of health, health inequalities and 
the concept of resilience are less well-established and the role of 
the clinician in their modification is less well understood. 
 The wider determinants are the modifiable conditions in 
which people are born, grow, work and live, and the wider set 
of systems shaping the conditions of daily life. They interact 
across the life course, driving a well-recognised social gradient 
in health. The wider determinants are closely linked to the 
concept of resilience, which is the process of effectively 
negotiating, adapting to or managing significant sources of 
stress or trauma. Better recognition of the relationship between 
frailty, the wider determinants, inequalities and resilience can 
enable a framework around which policy responses may be 
developed to build resilience in people living with frailty at an 
individual and community level as well as enabling clinicians to 
better identify how they may support their patients. 
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 Introduction 
 Frailty is a condition characterised by loss of biological reserves, 
failure of homeostatic mechanisms and vulnerability to a range of 
adverse outcomes. 1 In frailty, a minor stressor, such as an infection 
or new medication, may dramatically impact an older person’s 
physical, functional or mental wellbeing. The prevalence of frailty 
increases with age, affecting 4% of the UK population aged 
between 65 and 69 years and 26% of the UK population aged 
85 years and over. 2 At present, 1.8 million people in the UK are 
estimated to be living with frailty and this is projected to grow over 
time as both the population size and life expectancy increase. 3 
 The best-established models of frailty are the phenotype model, 
which identifies frailty if three or more physical characteristics 
(unintentional weight loss, exhaustion, weakness, slow walking 
speed and low physical activity) 4 are present in an individual, and 
the cumulative deficit model, where frailty is identified on the 
A
B
S
T
R
A
C
T
 Authors:  Matthew  Hale , A  Sarwat  Shah B and  Andrew  Clegg C 
 Frailty, inequality and resilience 
basis of the accumulation of a range of deficits (signs, symptoms, 
disease, disabilities and impairments). 5 People living with 
frailty experience greater disability, hospitalisation, care home 
admission and mortality than patients who are not identified 
as frail. 2,5 Importantly, there is evidence that frailty has greater 
reversibility than disability and that important outcomes for older 
people living with frailty, including falls, nursing home admission 
and hospitalisation, may be improved through the provision of 
interventions targeted across the frailty spectrum. 6–10 
 Frailty, the wider determinants of health and 
inequality 
 There is increasing understanding of the mechanisms underlying 
ageing and the development of frailty. 2,11 It is recognised that 
these mechanisms are driven by complex interactions between 
genes and the environment, leading to cumulative molecular 
and cellular damage across a range of physiological systems. 
However, the main focus of frailty research has historically been 
on biological mechanisms and pathways, rather than on the 
contribution of environmental conditions to the development and 
progression of frailty. 
 These environmental conditions are best understood as the 
wider (or social) determinants of health. These are the conditions 
in which people are born, grow, work and live, and the wider set 
of systems shaping the conditions of daily life such as economic 
and social policies, development agendas and societal norms. 12 
The wider determinants are considered to be the main driver of 
health inequalities – the unfair and avoidable differences in health 
among different population groups. 13 They interact across the life 
course, driving a well-recognised social gradient in health whereby 
lower socioeconomic position is associated with worse health 
outcomes, including mortality 14 and earlier onset of disability 
in later life. 15 Although frailty in older adults is independently 
associated with individual and neighbourhood socioeconomic 
factors, 16 the overall contribution of socioeconomic position to the 
development and progression of frailty is currently incompletely 
understood. 
 More recently, the role of the wider determinants has been 
incorporated into the ‘frailty fulcrum’ model, supported by NHS 
England. 17 This is an important step because it is likely that the 
potential contribution of the wider determinants to health and 
health inequalities in older age are frequently underestimated, 
particularly by clinicians. However this model does not fully 
capture how these factors potentially interact, and a schematic 
representation of the interplay between the wider determinants 
and other components of frailty is summarised in Fig  1 . 
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 Social and community networks 
 Increasing frailty has been associated with living alone, 25 having 
fewer relatives or neighbours, reduced social contact and the absence 
of participation in community, religious or altruistic activities. 26 
Despite the importance of these social networks, contact with family 
and friends has been shown to be lower among persons aged 65 
years and older compared to those aged less than 65 years. 27 
 Neighbourhood characteristics also contribute significantly to 
social isolation. Town planning, for example, may increase social 
isolation by requiring older people to cross busy roads. The risk of 
having a fatal collision increases with age. 28 This results in reduced 
travel patterns, with a fear of leaving the home. 29 Similarly, a high 
local rate of crime is associated with increased fear at home and 
older people leaving their homes less frequently. 30 These factors 
not only worsen social isolation but also reduce the opportunity for 
physical activity. 25,26 This is in contrast with the presence of nearby 
green space for older people, which reduces rates of depression 
and increases activity outside the home. 29 
 These wider social factors are often challenging to modify and the 
effect of interventions targeting them is challenging to investigate. 
However, benefits have been reported from interventions such 
as promoting group activities and the use of existing public 
resources (such as libraries and volunteering groups), one-on-one 
activities such as befriending and the teaching of IT skills to enable 
communication using internet-based activities. 27 
 Role of the individual clinician
 >  Education of patients regarding available community and third 
sector organisations, activities and befriending schemes. 
 Greater understanding of the wider determinants is important 
because evidence-based interventions targeted at older people 
living with frailty, such as comprehensive geriatric assessment, 
frequently incorporate social context. However, it is presently 
unclear regarding which of the wider determinants might be 
the key contributory factors in frailty and which are potentially 
modifiable through targeted intervention. Fig  2 presents a 
framework for separating the wider determinants into components 
which helps inform how interventions may be considered. 18,19 
 Individual factors 
 Evidence indicates smoking is independently associated with the 
development and progression of frailty. 20 Smoking is potentially 
modifiable, so a continued focus on smoking cessation in older age 
is appropriate. Low physical activity, sedentary behaviour, being 
underweight and obesity are also associated with increased risk of 
development and progression of frailty, 21–23 and there is evidence 
that interventions to increase physical activity may improve 
outcomes for older people with frailty. 24 
 Role of the individual clinician
 > Personalised care planning and shared decision making. 
 > Promoting a healthy lifestyle; including smoking cessation 
and increased physical activity. This may involve informing 
individuals of available community groups and involving other 
specialists such as dieticians, occupational therapists and 
physiotherapists, as well as enhancing awareness of available 
home and group based exercise programmes. 
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 Fig 1.  A schematic model 
summarising the potential 
interaction of different factors 
involved in the development of 
frailty. 
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 Socioeconomic and living conditions 
 Approximately one in five older adults in the UK live in 
poverty. 29 Several cross-sectional studies have demonstrated an 
association between lower financial income and greater frailty 
in later life 25,26,31 as well a direct relationship between level of 
neighbourhood deprivation at birth and overall life expectancy 
and disability free life expectancy. 29 This is to the extent that an 
individual born in the most affluent neighbourhood in the UK 
would, on average, expect to experience an additional 17 years of 
disability-free life, compared to the most deprived. 32 
 Likewise, fewer years in education has been associated with 
greater frailty in older age, 31 although this association attenuates 
when controlled for co-morbidities. 33 A similar effect has been 
seen for employment, where greater frailty was observed among 
people who had performed typically lower paid and physically 
more challenging occupations. 26,34 Additionally, evidence indicates 
that people in higher paid employment experience better mental 
health in early old age than those in lower paid employment. 35 
 In addition to contributing to frailty development and 
progression, financial barriers may result in increased mortality for 
those with advancing frailty. A notable example is in reports on 
excess winter deaths. In the year 2012–13 an estimated 25,600 
excess winter deaths occurred in England and Wales among those 
aged 75 and over. 36 In addition to deaths from respiratory disease, 
due to an increased prevalence of influenza, these deaths were 
also due to cerebrovascular and ischaemic heart diseases. 36,37 
These are thought to be secondary to the effect of cold 
homes on increasing blood pressure, haemoconcentration and 
immunosuppression. These are key stressors for an older person 
living with frailty and impaired physiological reserve. 38 
 Role of the individual clinician
 >  Identifying vulnerable patients and ensuring their awareness 
of available benefi ts as well as education regarding the 
importance of adequate home heating and implementing a 
Care Act Assessment. 39 
 Resilience 
 Resilience has been defined as the process of effectively 
negotiating, adapting to or managing significant sources of stress 
or trauma. Assets and resources of the individual, their life and 
environment facilitate this capacity for adaptation and ‘bouncing 
back’ in the face of adversity. 40 This definition of resilience aligns 
well with a framework around which policy responses to the wider 
determinants may be developed to build resilience at an individual 
and community level. 
 The large majority of resilience measures reflect the availability 
of assets and resources to facilitate resilience. They can therefore 
be useful for the identification of the presence or absence of these 
assets and resources, or as a method of measuring the process 
leading to a resilient outcome. 41 An example of a resilience scale is 
provided (Box  1 ). 42 
 There is a negative association between resilience and frailty. 43 
Factors that promote resilience, including physical health, a sense 
of self, social belonging, self-belief and altruism overlap with 
factors that reduce frailty. 26 , 44–46 A useful way to conceptualise 
the relationship between frailty and resilience is that frailty can be 
considered to represent vulnerability to major changes in health 
following minor stressor events, whereas resilience represents the 
capability of an individual to adapt and bounce back following a 
stressor. 
 Role of the individual clinician
 >  Awareness of resilience and its utilisation in identifying 
individuals at increased risk of frailty and greater vulnerability to 
stressor events. 
 Frailty, resilience and the wider determinants of health: 
coordinating the response 
 Building the resilience of older people living with frailty requires a 
coordinated response across central government, local authorities, 
the NHS, voluntary sector, individuals, families and communities. 29 
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This is highly complex, requiring engagement across a broad range 
of central government departments, for example the Department 
of Health and Social Care, the Department of Work and Pensions 
and the Ministry of Housing, Communities & Local Government 
to ensure coordinated central policy. National specialist 
societies such as the British Geriatrics Society, voluntary sector 
organisations and royal colleges have a key potential role in central 
government engagement, and targeting the social determinants 
of health is a key component of the  RCP strategy 2015–2020 . 47 
The response at local level should be based around community 
engagement and empowerment, commissioning of whole-system, 
integrated, evidence-based services and shifting resources to 
local communities. Local clinicians have a key role to play in this 
context to ensure development, commissioning and provision of 
appropriately tailored services. 
 National variation in deprivation levels and contributory factors 
from the wider determinants mean different approaches will 
be required in different localities. This provides a useful means 
of engaging local communities to ensure that interventions 
are relevant and fit for purpose, enhancing participation and 
developing a sense of community. This can, in turn, culture a 
positive physical and social community, building overall community 
or social capital. The creation of social capital not only enhances 
the resilience of those involved by creating a social buffer against 
individual strain but also ensures that social interventions which are 
developed are sustained, thus enhancing their success. 29 Examples 
of such programmes are expert patients programs, community 
health champions, housing and community improvement 
schemes, the creation of green spaces, and recreational and 
cultural facilities. 48,49 The development of social capital and 
community involvement is particularly important where barriers to 
engagement exist such as poor mobility which is common in frailty. 
 A notable step forward has been the inclusion of routine frailty 
identification and management as a key component of the 
2017–18 general medical services (GMS) contract, which is the 
contractual arrangement between general practitioners and the 
NHS in England. 50 The GMS contract implementation has been 
supported through the national availability of the electronic frailty 
index (eFI), 2 which is based on the cumulative deficit model and 
uses routinely available primary care electronic health record data 
to assist in the identification of frailty, supported by subsequent 
clinical confirmation. 50 The national availability of the eFI and 
GMS contract developments may provide the framework for local 
development and commissioning of integrated, whole-systems 
solutions to build resilience for older people with varying degrees 
of frailty, based around personal and community assets and 
resources. Additionally, better knowledge of frailty prevalence at 
national and local level means that resources can be targeted 
towards communities with higher levels of coexisting frailty 
and deprivation, who are likely to be at especially high risk of 
adverse outcomes. A further advantage is the identification of a 
more standardised population for the development, testing and 
evaluation of novel interventions and services. 
 A promising potential approach to achieve this necessary shift 
is through personalised care planning, which is an anticipatory, 
negotiated series of discussions to clarify goals, options and 
preferences, and develop an agreed plan of action. 51 Shared 
decision making is a crucial mechanism, providing linkage to 
additional mechanisms for improving outcomes through more 
effective self-management, better care coordination, and better 
access to community resources. In the UK, the Personalised Care 
Planning to Improve Quality of Life for Older People with Frailty 
(PROSPER) research programme is testing this new approach, in 
partnership with Age UK. 52 
 Conclusion 
 Evidence indicates that the wider determinants of health 
accelerate the development and progression of frailty, driving 
health inequalities in later life. The associations between lower 
socioeconomic position, frailty and disability in older age are 
especially notable because of the potential impact on future 
population care needs in later life. Historically, research studies 
have predominantly focused on biological mechanisms of 
frailty and health service-orientated treatments, potentially 
underestimating the role of the wider determinants. Targeting 
the wider determinants provides a useful framework for building 
resilience in frailty from a personal and community perspective. 
This requires a coordinated response across central government, 
local authorities, the NHS, voluntary sector, individuals, 
families and communities, focused on developing, testing and 
commissioning evidence-based services for older people living with 
frailty. ■ 
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